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L5

L5.1.

L5.2.

L5.3.

L6

L6.1.

a. -any relevant commitments made in either party's Statement of Intent,
DSP or DAP;

b.  any relevant contractual commitments of either party fo third parties;

¢. any other matters raised by the other party in Consultation, including
relevant logistical and practical requirements; and

d. relevant requirements of law.
Termination of the Agreement

Without limiting the previous clauses, either party may, after first Consulting with the
other party, give written notice at any time terminating this Agreement as from
expiry of the 12 month DAP period commencing after the date notice of termination
is given.

Subject to clause L5.3, the minimum period of notice for termination of this
Agreement may be varied by Agreement by the parties.

This Agreement may be terminated by agreement between the parties at any time if
it is being superseded by a new agreement of a similar nature either between
MDHB and WDHB or between MDHB, WDHB and any other DHB or DHBs.

Acknowledgement regarding effects on arrangements with third parties

The parties acknowledge that contractual or other arrangements entered into by
either party with third parties as a result of collaborative activities undertaken
pursuant to this Agreement are the separate and independent obligations of each
party and will continue in force, in accordance with the terms of such contractual or
other arrangements, notwithstanding the termination of this Agreement.

ceniralAliiance Foundation Agreement, March 2009
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M1

M1.1.

M2

M2.1.

M2.2.

M3

M3.1.

M4

M4.1.

M4.2.

M5

M5.1.

M6

M6.1.

Purpose of this Part

This Part séts out general terms applying to all activities undertaken by the parties
under this Agreement. _

Public Statements

Neither party may directly or indirectly criticise the other publicly regarding the
operation of this Agreement, without first fully discussing the matters of concern
with the other. The discussion must be carried out in good faith and in a co-
operative and constructive manner.

Nothing in this clause prevents either party from discussing any matters of concern
with its staff, subcontractors, agents, advisers or persons for whom that party is
responsible.

Contracts (Privity) Act 1982

Except where this Agreement expressly provides otherwise, this Agreement is not
intended to confer any benefit on any third party. No third party may enforce any of
the provisions of this Agreement.

Waiver

Any waiver by either party must be in writing duly signed. Each waiver may only be
relied on for the specific purpose for which it is given.

A failure of either party to exercise, or a delay by either party in exercising, any right
given to it under this Agreement, does not mean that the right has been waived.

Entire Agreement

This Agreement sets forth the entire agreement and understanding between the
parties and supersedes all prior oral or written agreements or arrangements relating
to its subject matter, other than any relevant provisions of the parties’ Statements of
Intent, DSPs or DAPs.

Enforceability of the Agreement

If any provision in the Agreement is held by a court or tribunal of competent
jurisdiction to be illegal or invalid and unenforceable:

a. the remainder of the Agreement will remain in force;
b. the parties shall take such steps or make such modifications to the

provision as are necessary to ensure that it is made legal or valid and
enforceable;

centralAlliance Foundation Agreement, March 2009
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c. subject to paragraph b,
Agreement.

centralAlliance Foundation Agreement, March 2009

that provision will be deemed severed from the
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TO Hospital Advisory Committee

FROM Nicholas Glubb
Operations Director
Specialist Community & Regional Services

(CENTRAL HEALTH
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DATE 25 September 2009 M E M 0 RAN DU M

SUBJECT Child and Adolescent Oral Health Update

1. Purpose

This report provides an update on the Investment in Child and Adolescent Oral Health (CAOH)

Services project.

2, Progress

»  All working groups are making progress in implementing the business case.

s Engagement with education providers across the DHB region has occurred, and continues
» Community engagement forums are to be scheduled for October

e A webpage is operational: www.midcentraldhb.govt.nz under About MDHB/Major Projects
L ]

configuration

Significant discussions and work with Dannevirke and Levin in particular regarding the

s  Options paper around terms and conditions of employment was released to staff for

consultation on 25 September with a meeting scheduled 12 October 2009 with staff and PSA

with the aim of ratification of the chosen option on that date

» The Ministry of Health have released the national oral health promotion tools, and the

national 0800 Talk Teeth phone number is operational
3. Summary

*  Good progress is being made.

e Significant interest from Dannevirke and Levin
» Engagement will continue throughout October
4. Recommendation

It is recommended that:

this report be received

Mk frdah

Nicholas Glubb
Operations Director
Specialist Community & Regional Services

COPY TO:

Specialist Community &
Regional Services
MidCentral Health

Private Bag 11036
Palmerston North
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TO Hospital Advisory Committee

FROM Kate Aplin

Project Manager
DATE 25 September 2009 M E M 0 RAN DU M
SUBJECT Child and Adolescent Oral Health Update
1. Background

In August 2006 MidCentral District Health Board received the MoH Child and Adolescent Oral
Health Service Improvement Guidelines. The MoH then released The Strategic Vision for Oral
Health in New Zealand ‘Good Oral Health for All, for Life’. This vision underpins the work of
MDHB over the next five years.

The MoH strategy focuses on the following principles:

. Improving the oral health status of disadvantaged people.
Oral Health is an integral part of general health and well being.
DHBs have the primary responsibility for ensuring high quality health services are
available.

. A strong preventative programme complements examination and treatment.
A robust and appropriately trained workforce provides a high quality service.

. Evidenced based oral health services require comprehensive information collection and
ongoing research.

In 2004, prior to the release of the guidelines and vision, the MoH completed a national review of
oral health services. This was followed in 2005 by each DHB completing a 15-year oral health
service Asset Management Plan (AMP). As a result of both of these national reviews, the MoH
released the Community Oral Health Service Guidelines and Business Case Guidelines for
Investment in Child and Adolescent Oral Health Services in August 2006 to support the
implementation of the national strategy. Capital funding has been tagged by the MoH for
implementation of the strategy in recognition of DHBs financial position. The guidelines define
the process by which all District Health Boards can access the additional funds. This initiative is
targeted at the reorientation of services for the 0—18 year old population. The funds are available
only for the implementation of this strategy and cannot be used elsewhere within the DHB.

Over 2007 the MDHB Business Case for Investment in Child and Adolescent Oral Health Services
was developed following consultation forums with key stakeholders e.g. Ministries of Health and
Education, Education providers, local territorial authorities, private dentists, Public Services
Association, Child and Adolescent Oral Health Service staff, and Tamariki Ora/WellChild
providers. A steering group consisting of MDHB Funding Division, Child and Adolescent Oral
Health Service staff, PSA, iwi providers, Compass Health, and MidCentral Health management
worked with the information provided through the forums, researching best practice, identifying
areas of inequality within the region, census data, neighbouring DHBs, and the Ministry of
Health Business Case Development Guidelines document to develop the business case.

‘The MidCentral DHB business case was endorsed by the MDHB Board for progression to the
Ministry of Health in February 2008, proposing: )

Co-location of 1 single chair dental clinic and 1 x 2 chair dental clinic with primary health
Purchase and placement of 3 double chair clinics on school grounds

Purchase of 1 additional single chair mobile dental clinic to support the current 3
Purchase of 4 double chair mobile dental clinics
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The business case was with the Ministry of Health, and then the Ministry of Finance until
September 2009 when a letter of offer was received from the Ministry of Health. The offer
contained capital and operational expenditure approval, along with conditions on the
expenditure, e.g. the fixed clinics are to be located in Palmerston North.

The MidCentral District Health Board endorsed the letter of offer on November 18t 2008, and
the following resolution was sent to the Ministry of Health on November 19t 2008:

e MidCentral District Health Board accept the offer from the Ministry of Health of:

$3,896,010 capital expenditure over 3 years, and
$2,560,000 operational expenditure over 3 years

Jor the Investment in Child and Adolescent Oral Health Services Reconfiguration, on the
understanding that at Year 4 additional operational expenditure will be included in
Population Based Funding share and that Future Funding Track adjustments will be
covered by the Ministry of Health on an annual basis.

s MidCentral District Health Board undertake community engagement following approval
Jfrom the Ministry of Health to progress the Investment in Child and Adolescent Oral Health
Services Reconfiguration.

e The Chief Executive Officer progress agreement with the Ministry of Health, this agreement
being contingent on mobile clinic design being agreed by both parties.

The business case with the MDHB resolution was then processed through the Technical Review
Panel and Business Board at the Ministry of Health. Approval of the business case was received
from Treasury on February 27" 2009.

2, Mobile sites

Currently MidCentral Health have three single chair modified caravans as mobile dental clinics
that visit 33 school based sites, with the ability to visit five iwi/Maori provider sites. The current
mobile clinics work on single phase 10 amp power.

The new mobile dental clinics will be purpose built clinics on wheels. Child and Adolescent Oral
Health Service staff representatives attended the national launch of the mobile dental clinics
conducted by Associate Minister of Health, The Honourable Peter Dunne, on 4 September 2009
in Hamilton. Those attending were very impressed with the new mobile dental clinics and a
number of questions were answered by seeing the actual clinics and understanding how they
will operate.

The new mobile dental clinics require 3 phase 32 amp power due to the introduction of a
reprocessing area (equipment cleaning area), climate control, and in built radics. Consideration
is being given to an electrical upgrade of the existing mobile dental caravans and sites to 3 phase
32 amp power. Costs are currently being obtained and will need to be covered within available
funding. However retaining the current mobile dental clinics as they are, along with their
landing sites, knowing that those clinics can only go to those sites, is also being considered.

The above considerations are being worked through in conjunction with site identification
process that is being undertaken with the aim to have confirmed sites identified in November
2009.

The number and location of mobile dental clinic sites required for the future has not been
finalised. This decision will be made once the current site engagement process is completed.
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The cost for installation of maobile sites was included in the overall business case financial
modelling as “shore supplies”.

3. Disability Access on Mobile Dental Clinics

The issue of disability access on mobile dental clinics has been raised on more than one occasion
at a national level during the designing of the clinics. The Ministry of Health initially explored
having lifts/ramps in the mobile dental clinics however the cost for this was prohibitive. The
Ministry of Health sought a legal opinion prior to releasing the national directive that the mobile
dental clinics would not have mobility/disability access built into them. In light of this, each
DHB must have a plan on how people with mobility difficulties will be able to access oral health
care. This is currently being developed in discussions with both the Model of Care/Facilities and
Equipment working group and within the current engagement process.

4. How will people know where the mobile dental clinics are?

Once the new arrangements are operational, a schedule will be developed and maintained to
ensure that there is prior knowledge and understanding of the location of the mobile clinics in the
district.

It is proposed that the schedule is available through a variety of media:
e posted in local papers similar to how hospital visiting hours are advertised
MidCentral DHB website
Local schools, health providers, and libraries
Information Centres
0800 Talk Teeth

The 0800 Talk Teeth phone line is a national line that became operational in September 2009 as
part of the national oral health promotion programme. Callers will be transferred to the number
that the DHB has provided to ensure the caller receives the local information. The number that
callers will be transferred to for MidCentral DHB is the Child and Adolescent Oral Health
Administrator’s phone number. The 0800 Talk Teeth phone number will be on the back of each
of the new mobile dental clinics. This number will also be promoted to access urgent dental care.
A requirement of the scheduling of the mobile dental clinics is that there is access for each region
over 50 weeks of the year, as opposed to the 40 weeks currently available. In this way MidCentral
Health is able to ensure that if a child within that region requires urgent care there is a service
available within a reasonable distance at all times.
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5. Update on Engagement

The programme of engagement meetings continues as planned through October 2009, including
the commencement of the community engagement meetings. The dates and venues will be
placed in community newspapers, local libraries, and the MDHB website. If timing allows, the
dates and venues will also be included in school newsletters. Six community meetings across the
district will be confirmed by Friday 2 October 2009 and will occur in the third week of October
20009.

A review and strengthening of the communications plan is in progress to develop and maintain

the level of sector and community understanding of the project and its benefits and implications
for the district.

5. Recommendation
It is recommended that:

This report be received

Kate Aplin
Project Manager
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TO Hospital Advisory Committee e
§ VIDECENTRAL HEALTH
FROM Lareen Cooper - ¥

General Manager
MEMORANDUM

MidCentral Health

DATE 28 September 2009

SUBJECT Managing Acute Demand - overview

As suggested at the last meeting, attached is a paper presented to the Community and Public
Health Advisory committee recently.

The paper provided an overview of the issues associated with the acute demand in the district
so they could be discussed as a background for more detailed planning.

This paper is presented for information purposes only.

RECOMMENDATION
It is recommended that

this information be noted

Lareen Cooper
General Manager
MidCentral Health

COPY TO:
General Manager's

Department
MidCentral Health

PO Box 2056 4440
Palmerston North 4440

Phone +64(6) 350 8913
Fax +64(6) 355 0616



FROM Clinical Services Advisor

TO Community and Public Health Advisory

Committee MinCenmal District HEALTH Boagp

Tia P Hagore © Ruchine 0 Faranss

Funding Division

Chair
Combined District Management Groups

DATE 2 June 2009 Memorandum

SUBJECT MANAGING ACUTE DEMAND -

OVERVIEW
1. SUMMARY
1.1 Purpose

This document presents an introductory overview of the issues associated with acute
demand in the MidCentral District, to provoke discussion, and as a background for more
detailed planning,

1.2

Executive Summary

MidCentral DHB has a number of challenges, which include an ageing population,
inequalities in health status and access to service, challenges in promoting integrated care,
continued implementation of service plans and further developing primary care.
MidCentral like other DHBs is faced with an issue of increasing acute demand for services
and associated pressure on the ability to provide routine services.

1.3

Demand for acute care is increasing and this is an international trend.

Acute demand affects all areas of health care delivery; and all areas of health care
delivery affect the capacity to cope with changes in acute demand.

Demand overwhelms the capacity of hospitals and this manifests in many ways, not
the least of which is emergency department (ED) overcrowding.

The acute care system shares the same resource as the elective care system, and
maximised performance in the elective system can only occur if the acute care
system is maximally efficient, and therefore demanding a minimum of the shared
resource.

Care of the over-65s has previously been discussed as a cause of growth in acute and
routine demand which will be out of proportion to the absolute rise in numbers
Opportunities exist at every stage of the continuum of care to lessen the impact of
acute demand. Effective management depends on each health care provider being
equipped to use their unique skills optimally, and for all sections of the district’s
health service to work effectively and efficiently together. A cross-sector approach is
necessary to address the pressing problem of acute demand.

Recommendation

It is recommended:

that this report be received

Funding Division

MidCentral District Health Board
PO Box 2056

Paimerston North



2. INTRODUCTION

In its 2007 report, the Ministry of Health’s Acute Demand Management Working Party
was unable to establish a meaningful analysis of acute demand across the 21 DHBs. The
Working Party therefore stressed that each DHB needs to identify those own issues which
are having the most impact on its services and what the priorities would be for addressing
these issues.

The purpose of this docurnent is introduce the issues and tensions associated with acute
demand in the MidCentral District. The intention is to provoke diseussion and provide a
background against which CPHAC and the Board will be able to consider more detailed
planning over the next months.

MidCentral DHB is undertaking an ongoing process to identify efficiency gains to ensure
value for money and, where appropriate, implement initiatives to manage and/or reduce
costs. This paper canvasses the data evidencing acute demand as an important issue to be
addressed, briefly reviews past and present workloads, and provides an indication of the
anticipated trends in volumes. The paper then outlines some opportunities that may
minimise the growth in acute presentations, and help with efforts to cope with demand
fluctuations that do occur.

The term “acute demand” refers in this document to the collective claims placed on health
care services for urgent relief of health problems that arise de novo (such as accidents or
acute infections) or arise from sudden or not-so-sudden exacerbations of underlying long-
term conditions. Managing acute demand describes a cluster of processes that are put in
place across a health service to reduce demand on acute secondary care services.

This paper briefly reviews past and present workloads, and an indication is given of the
anticipated trends in volumes. Some opportunities are outlined that may minimise the
growth in acute presentations, and help with efforts to cope with demand fluctuations that
do occur.

Tension Between Acute Demand and Routine Service Delivery

Acute and elective patients share the same resources, so the overwhelming volume of
acute presentations is causing both acute and elective patients to suffer. In a system with
unlimited resources, acute presentations could be managed without any impact on the
orderly delivery of more routine health care needs. However, the MidCentral district
operates within tight resource constraints. For this reason:

* The pressure to provide routine services limits the capacity to cope with changes in
acute demand;

*» Any transient surge in acute demand has an impact on the ability of the system to
sustain the planned delivery of regular services;

* Fluctuations in demand in one part of the service have flow-on effects on adjacent parts
of the service.

* The rising trend in both acute demand and routine workload, which is seen throughout
New Zealand, presents an ongoing threat to the sustainability of the system.

Growth in acute demand is related to and exacerbates the other well-known trends of an
ageing population, greater prevalence of chronic conditions, and problems of recruiting,
training and retaining sufficient workforce for current, let alone future, requirements. A
whole-of-system approach is required to address the problem of acute demand.

A



3. ABOUT ACUTE DEMAND

The available data indicates that acute demand has been steadily rising in the MidCentral
district, as it has in most parts of New Zealand. The evidence of this rise is seen in:

» Hospital admission and discharge figures.
» Emergency Department (ED) attendance figures
s  Needs Assessment data

3.1 Hospital admissions and discharges
3.1.1  Hospital Admissions
The volume of inpatient admissions increased 4.5% in the past year. 28.8% of the 34,748

attendances at ED in 2007-8 resulted in admission. The service lines to which acute
patients were admitted from ED over the last 3 years were:

Internal Medicine 47.6%
Surgical Services 32.3%
Child Health 12.2%
Womens Health 3.6%
Mental Health 1.2%
Regional Cancer Treatment Services 2.2%
Elderly 0.3%
Dental 0.4%
Rehab & Therapy 0.1%

Internal medicine is seen as one area where some in which improvements may be made.
Internal medicine patients were admitted to the following service lines:

General Internal Medical Services 77.3%
Cardiology 16.2%
Respiratory Services 4.8%
Renal Medicine Services 1.6%
Gastroenterological Services 0.1%
Rheumatology 0.0%

General medicine is the default service for Internal Medicine admissions where a sub-
specialty is not available for any reason. Many elderly are admitted under general
medicine.

3.2 Emergency Department attendances

A previous paper! provided an overview of the trend in attendances at MidCentral Health’s
ED, as shown in the graph below:

' Emergency Department Workload, CPHAC memorandum, 2008.
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The proportion of self-referred versus GP-referred patients has reversed over the last two
or three decades.

The rise in ED attendances has been seen in most hospitals across New Zealand.
3.3 Needs Assessment Data
3.3.1  Historical trends

MidCentral DHB’s latest Health Needs Assessment is currently being finalised by Dr
Richard Fong. The data used for this review primarily relates to the period up to 2006.
Some key features from the review are:

Population patterns:

* The population of MidCentral district is increasing, although at a slower rate than New
Zealand overall.

* MidCentral’s population growth is not even across its territorial authorities, with
growth occurring mostly in Palmerston North

» MidCentral’s percentage of Maori residents is increasing and this is expected to
continue in the future.

+ MidCentral’s population age balance is getting older and this is expected to continue.

Health status:

 The conditions that are the biggest cause of mortality in MidCentral district (and New
Zealand) are:

Circulatory disease

Cancer

Respiratory disease

Injuries

Endocrine disease (of which diabetes is the major contributor)

However, this may understate the impact of diabetes, which also increases the risk
of circulatory disease

YV VYY
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People who experience health status disadvantage:

» People who experience health status disadvantage in MidCentral district are:

» Maori

» Pacific peoples

> People who are socio-economically disadvantaged
» Horowhenua residents

* In general, people with disadvantaged health status experience the same health
conditions as the population overall, but to a greater degree.

Socio-economic disadvantage is a risk factor for poor health:

* The health status of MidCentral’s socio-economically disadvantaged people appears to
be worse than New Zealand’s socio-economically disadvantaged people {mortality
comparisons across time)

» The New Zealand Health Survey 2006 found that people who live in socio-
economically disadvantaged neighbourhoods were more likely to smoke, more likely to
be sedentary, and were less likely to have a primary care provider.

* Ministry of Social Development research shows households experience socio-economic
hardship because of multiple factors acting together. The factors they identified can
help health services recognise households needing greater assistance. The factors

identified include:

» Low income

» Low level of assets owned

» Housing rented rather than owned

> People who have experienced marriage (or marriage-like relationship) break-up
> Adverse life event (“life shocks” — for example, marriage break-up, bereavement,

loss of job, etc)

Personal health problems (muitiple and enough to affect lifestyle)

Children’s health problems (multiple and enough to affect lifestyle)

Inability to afford childcare to work or study

When income is from income-tested benefit rather than from employment or
superannuation

Having dependent children

Maori or Pacific ethnicities

People with multiple financial payments they find difficult to meet

VVY VVvVVvy

There is evidence of increasing levels of illness for some acute diseases:

* There s evidence of increasing levels of acute medical illnesses not necessarily
assoclated with long term conditions, for example, lung infections and skin infections
(individnal disease hospitalisation rate analysis across time).

» Asthma hospitalisations have also been increasing. Most asthma hospitalisations are
for children although older people are at higher risk (individual disease hospitalisation
rate analysis across time).



3.3.2 Projections

The proportion of elderly in the population is projecteds to increase over the next few
decades, particularly due to aging of the “Baby Boomers”. The number of people over 65
years of age in this district will nearly double through to 2031, as shown below:

Year Number po;ﬁlgiion
2006 22,930 14
2011 25,660 15.2
2016 29,710 17.3
2021 33,700 19.2
2026 38,550 216
2031 42,550 237

MidCentral DHE - number aged 15 to 64,

versus number aged 65 plus
120,000
100,000
80,000
60,000 | ® Age 65 plus
0 Age 15to 64|

20,000

2006 2011 2016 2021 2026 2031

The overall effect, if current conditions prevail, is that there will be a reduced number of
people in the work-force paying tax to support each elderly person. This factor is called the
“aged dependency ratio” or “dependency ratio (65+)”. Additionally, the absolute increase
in the elderly will result in a requirement for more caregivers, either in the home or in
residential care, which itself may have some effect on the number of those available to
work in the productive sector.

2 Source: Statisties New Zealand Population Projections Prepared for Ministry of Health
Ref No: RIS18647
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MidCentral DHB - number of people aged 15 to 64,
per person aged 65 plus

2006 2011 2016

2021 2026 2031

Incidentally, MidCentral’s projected total dependency ratios (defined by Statistics NZ as
the number of people aged 0—14 years and 65+ years per 100 people aged 15—64 years)

are:
Year Dependency ratio (%)
2006 54.1
2011 54.5
2016 57.6
2021 614
2026 66.4
2031 716

The trend toward a higher proportion of older people in the population is common to the

whole of New Zealand, as shown below:
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The significance of this trend to the health care system will be out of proportion to the
absolute increase in the population, because people over age 65 have much higher age-
specific rates of certain health conditions. For example:

* Cancer registrations in New Zealand show a strong relationship to age:

Age group Rate per 100,000
<25 18.0
25-64 371.3
65+ 2097

e Acute Myocardial Infarction admissions at MidCentral Health for 2007-08 was
528, 69.1% of whom were people aged 65 years plus.

A rise in the number of over-65s will produce a marked effect on DHB expenditure. Care
of the 65-plus age group is already said to absorb 46% of MidCentral DHB’s total budget
(which is out of proportion to the age group’s 14% of the district population).

4, PREVENTION & TREATMENT, FROM GO TO WOE
4.1 Intervention Opportunities

There is no single measure that will solve the problem of acute demand. Instead, it is
necessary to examine every opportunity to achieve improvements amongst the complex
factors that can lead to ill-health.

The simplest working framework to consider opportunities for intervention is the
“continuum of care” model, which depicts the flow from full health through to disease.
Each stage along the continuum provides an opportunity for health care providers to
intervene.

Fully Risk factor No Mild Severe Endstage
healthy symptoms symptoms symptoms & death

e [ e
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&
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* Overall, the greatest gains in health outcomes are obtained from measures that
modify the causal factors of illness; that is, measures that affect the “upstream
determinants of health” as discussed below.

* Measures that intervene at a late stage in the disease process are important to each
individual patient, but have a lesser impact on measurable health outcomes for the
population. On a population basis, the greatest benefit from late intervention
strategies occurs when evidence-based interventions are reliably delivered to all
those individuals who carry the greatest absolute risk.
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4.2 Man, the machines
Health conditions arise from, or are profoundly influenced by:

Genetic factors, and
Social, economic, environmental, and behavioural factors. These have been

summarised in the diagram of the “wider determinants of health” by Dahlgren and
Whitehead4:
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According to the Ministry of Healths, the following are the 20 most common causes of
death by risk factor (and are common causes of illness necessitating both urgent and
routine attention in primary care and secondary care):
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3 “Man the machine — man, the impersonal engine. Whatsoever a man is, is due to his make, and to the influences brought to
bear upon it by his heredities, his habitat, his associations™. Mark Twain.

4 Dahlgren G & Whitehead M. Policies and Strategies to promote social equity in health. Stockholm: Tnstitute of Futures
Studies, 1991

5 Ministry of Health. Looking Upstream. Causes of death cross-classified by risk and condition. 1997.



4.3 Community health care

The weight of expert opinionS suggests that most health gains in the early 20t century
resulted from improvements in the “wider determinants of health”.

Progressively, over recent decades, medical interventions have played an increasingly
important role in improving health outcomes, particularly in relation to those conditions
that have been subject to substantial research and development, such as ischaemic heart
disease. Nevertheless, it is believed that less than half of the overall health gains in recent
years have arisen from conventional medical treatment. Importantly, it must be noted that

interventions by health care professionals can only produce benefits in those who receive
them.

It remains to be seen whether the current deteriorating financial climate, and the
predicted increase in unemployment and other social conditions, will lead to a slowing in
the rate of improvement in health outcomes. Whatever, the current economic situation
should not be seen as a reason to curtail continued action in relation to health promotion,
health education, and activities in pursuit of improved social, economic and
environmental factors. Two issues are particularly noteworthy:

* Public expenditure aimed at reducing the major causes of death, as shown in the
graph above, is disproportionately low compared to the least common causes of
death.

* Significant opportunities for improvements in the health of the population remain
to be developed through cooperation between the DHB and bodies such as local
authorities and social welfare agencies.

4.4 Primary health care

General Practices and other primary health care providers play a crucial role in preventing
or postponing the onset of ill-health, and managing disease when it does occur. Enabling
consistent, high quality performance in primary care is a key to minimising acute demand.

4.4.1 Immunisation

Immunisation can be effective in prevention of disease. Influenza immunisation rates in
this district are about 61% of at-risk people. Only 71% under 2-year-olds are fully
immunized.

4.4.2 Early detection and management of risk

Cardiovascular risk assessment is one example of a strategy for the early detection of risk,
for which effective lifestyle and medical managements are available. For example,
provision of appropriate medications for high risk individuals can lower the risk of a
coronary event by 50%. Coincidentally, lowering CVD risk also lowers the risk of stroke,
heart failure, and renal failure; and is closely linked to effective management of diabetes.

& For example: J.P. Bunker, H.S. Frazier, and F. Mosteller, “The Role of Medical Care in
DeterminingHealth: Creating an Inventory of Benefits,” in Society and Health, ed.
B.C. Amick ITI et al. (New York: Oxford University Press, 1995), 305—341.

Mackenback, J. “An analysis of the role of health care in reducing socio-economic inequalities in health: the case for the
Netherlands”. International Journal of Health Sciences; 33: 523-541.

Mackenback, J. “The contribution of medical care to mortality decline: McKeown revisited”. Journal of Clinical
Epidemiology 1996; 49: 1207-1213.

Capewell 5, Beaglehole R, Seddon M, McMurray J. Explaining the decline in coronary heart disease mortality in Auckland,
New Zealand between 1982 and 1993. Circulation. 2000;102:1511-1516.

Richards, R. Personal communication 2005. Tobias, M. Personal communication 2005.
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Current indications are that CVD risk assessments according to the New Zealand
guidelines in this district may be occurring as low as 40% of the rate required to cover the
target population over a five year period.

4.4.3 Effective management of disease

Effective management of existing disease requires regular, organised follow-up. Evidence
indicates this frequently does not occur.

e Follow-up of known conditions remains unsatisfactory. For example, the rate of funded
annual diabetes checks in this district remains around 55% of the Ministry’s target
figure.

 Uptake of funded Care Plus visits for people with chronic conditions has been low, both
nationally and in this district.

* Evidence-based medical management of important conditions has historically been
poor nationally. For example, a study? of General Practice management as it existed in
the year 2000 showed that only about one third of patients with known cardiovascular
disease were receiving the recommended medications. This percentage has
undoubtedly increased, yet the rate of evidence-based treatment remains below the
gold standard.

Several studies have been undertaken internationally of the application of evidence-based
best practice across a wide range of conditions in both primary care and secondary care.
For example, a U.S. study by the Rand Foundation® found that 54.9% of patients received
recommended care. A follow-up study by Asch? concluded that the differences among
socioeconomic subgroups in the observed quality of health care are smaller than the
difference between the observed and desirable quality of health care delivery overall.

It is clear that following detection of illness, any attempt to achieve either the best
outcome for the individuals involved, or results that are measurable at a population level,
requires that every person with a chronic condition receives recommended care all the
time.

The most effective management of risk or illness requires the optimal use of a broad range
of skills that can be provided by a range of health care professionals operating in a team
environment to provide planned care for a well-informed patient. Evidence for this
approach can be found in a Cochrane review® and JAMA re-review" of about 40 studies,
mostly randomised trials, on diabetes management in primary care, in terms of decision
support, delivery system design, information system, or self-management support. All had
a positive impact on the patients.

The studies looked at interventions in the areas of:

1. Provider - Interventions directed at provider behaviour (to achieve more
consistent delivery of best care) — e.g. continuing education & reminder systems

2. Patient — Interventions directed at patients — (self management support) to
achieve greater understanding of their conditions, and greater skills such as the
appropriate use of medications and self monitoring.

7 Rafter N et al. Cardiovascular medications in primary care: treatment gaps and targeting by absolute risk. NZM.J 7 Oct
2005, Vol 118, No 1223.

® McGlynn EA et al. The Quality of Health Care Delivered to Adults in the United States. N Engl J Med 2003;348:2635-45.

° Asch AM et al. Who Is at Greatest Risk for Receiving Poar-Quality Health Care? N Engl J Med 2006;354:1147-56.

*® Renders CM et al. Interventions to improve the management of diabetes in primary care, outpatient, and COmmunity
settings: a systematic review. Diabetes Care. 2001 Oct. 24(10):1821-33

U Bodenheimer T et al. Improving primary care for patients with chronic iliness: the chronic care model, Part 2, JAMA. 2002
Oct 16.288(15):1909-14.
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3. Practice design - changes to configuration of each practice, including appointment
of nurse care manager, reconfiguring ways the practice team is used, delegating
responsibilities for some work such as diabetes reviews, use of planned visits,
group visits, electronic communication between practice and patients, and
different follow-up systems.

4. Enhanced clinical information systems — automated reminders, performance
feedback to practices

The findings were:

Interventions were generally positive

No single intervention made the major difference

The more intervention categories used, the more effective the approach.
All four together gave the best results

Self-management was a necessary element

*® & & 0 9

The conclusion was that a comprehensive approach is needed to obtain the best outcomes.

A comprehensive primary care approach is under development in this district, but much
work remains to be done. Major objectives are the achievement of more consistent follow-
up of identified patients, and better integration of all relevant caregiver services.

4.4.4 Acute care in General Practice

Some patients presenting acutely can theoretically be managed earlier in their illness in
places such as well-equipped conventional General Practices or A&M centres, if those
places are more available, more accessible, and more affordable.

Currently, MidCentral's DAP 26 initiative, GP Workforce, and After Hours projects, are
addressing aspects of this issue. However, ongoing critical analysis is required to see
whether these work-streams are likely to adequately address the problem of urgent care in
the community setting. Despite the work that has occurred so far, patients are
increasingly attending ED for primary health care without first secking GP attention.
Statistics support a deficiency of GPs in the MidCentral district, relative to some other
areas in New Zealand. However, the DHB needs to recognise that increases in GP
numbers, if they eventuate at all, will not necessarily remedy the problem of acute
demand. Changes in availability of GPs may equally arise from altered work and lifestyle
expectations. The existing and anticipated changes in GP demographics are well
recognised.

Access to GPs has reduced over time. Access to GPs in the evenings, at nights and for
home visits is now limited. There is little GP involvement in maternity care. Ambulance
officers appear to have taken on the bulk of emergency care unless the patient attends the
GP surgery. It is possible that General Practice of the future will not be entirely fit for the
purpose of coping with aspects of primary care, including a significant set of acute
presentations.

These trends are understandable, and they may be unavoidable. However, from a health
care system perspective, they cannot be regarded as satisfactory. If engagement between
DHB and the existing General Practice workforce cannot identify a solution, then
alternative arrangements should be made for provision of the health care needs of the
population. Several suitable arrangements are feasible but would require substantial
reconfiguration of existing services, probably around ambulance and district nursing
services.



4.4.5 Intermediate Care

There is substantial opportunity to further increase the number and quality of treatments
that can be offered to people in this district, as an alternative to hospital admission, or to
enable early discharge home.

In many instances patients could be managed in general practice patients without hospital
intervention if appropriate diagnostic tests, advice, and other resources were made
available. Some examples of this situation already exist:

» Schemes such as “Primary Options for Acute Care” (POAC) around New Zealand,
are essentially GP-based.

e Other schemes involve a primary-secondary partnership. Brief attendance at the
hospital may be required for evaluation, after which care can be continued in a
community setting. An example is MidCentral’s Post-ED Assessment & Liaison
(PEDAL).

 Existing programmes around New Zealand treat conditions such as Deep Vein
Thrombosis; Cellulitis or Pneumonia requiring IV antibiotics; and 1V fluids for
dehydration.

Schemes such as these either:

» increase the capacity of primary care to provide appropriate, high-quality
management for patients, or

 shift the delivery of secondary services into the community setting.

Similar schemes exist overseas, such as the Community Acute/Post Acute Care (CAPAC)
scheme in New South Wales.

Occasionally, cost savings result from these programmes. However, in all case these
schemes relieve pressure on inpatient beds, and they provide an increased range of choices
for patients and providers.

There is considerable scope for further development of these schemes to reduce admission
rates, within a broader care-delivery framework. Similarly, increased options for care
provide greater opportunity for early discharge, as will be discussed later.

Generally, the programmes that have been developed to date exhibit the following
characteristics:

» They have arisen from the enthusiasm of one or two key people within each
service. The new programmes typically develop as extensions to existing services.

¢ The initiatives often focus on a particular condition, and therefore involve a
relatively small number of patients at any one time. In this situation, it is more
likely that new services are sustainable in large centres such as Palmerston North
City and Feilding. Capacity problems arise when the number of patients who could
benefit from a potential service is small, such as in outlying population centres or
in relation to relatively uncommon conditions.

» Stakeholders are engaged, but the initiatives understandably tend be linked to
parties that are immediately relevant to the project, without necessarily being more
widely linked across the various health care services.
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Additionally, it is common for patient needs to extend beyond simple clinical protocols. In
particular, the elderly may need several measures to enable them to be managed in the
community, some of which are types of support that do not depend on high levels of
clinical training.

It is suggested that the field of intermediate care should be further developed through:

 Provision of an increased range of clinical services and other supports available, and
¢ Development of a service framework.

The service framework is not intended to take control of all initiatives. Rather, it is to
provide a single point-of-call and a menu of options for providers who wish to identify
means to manage patients who otherwise do not require hospital admission, and secondly
to increase the total number of patients being managed at any one time so that the
collective capacity of the various schemes is sufficient to justify adequate levels of staffing,
particularly in smaller centres.

4.4.6  Elder Care

It has long been recognised® that a significant rise in the 65-plus age group will occur
from approximately 2010 through to 2040, due to the number of “Baby Boomers”
projected to enter the elderly population over the next few decades.

Care of the over-65s has previously been discussed as a cause of growth in acute and
routine demand which will be out of proportion to the absolute rise in numbers, due to
several factors including;

» The far higher incidence of many illnesses amongst elderly compared to younger
people, such as cancer.

» Presence of multiple morbidities, the cumulative effect of which leads to disability
or dependency out of proportion to the presence of one condition alone.

 Increased complexity of disease care in the elderly and the presence of multiple co-
morbidities contributes to increased length of hospital stay.

The anticipated increased pressure on health care resources will be due in part to the
success of sophisticated medical interventions, which prolong the life of people who have
long-term health conditions. By comparison, it is hoped that preventative strategies in
future will postpone the onset of those chronic conditions.

Care for the frail elderly is an important subcategory. Several types of Elder Care services
can be developed, some of which are already in planning and others await attention.
Important service initiatives to increase the effectiveness of elder care services, and to
increase the support for General Practice and rest home care, include:

(a) Establishment of the InterRATI assessment tool, including development of a system
for integration with primary care and hospital patient record systems, and possibly
aged residential care (rest home care). It is likely that correct use InterRAI will
actually increase the health sector workload, by identifying more patients for
whom service provision is appropriate. This is particularly likely if the
MidCentral’s definition of eligibility is brought into line with systems used
clsewhere (age 65+ and some form of disability).

'z Ministry of Health. 2004. Population Ageing and Health Expenditure: New Zealand 2002-2051.
Wellington: Ministry of Health.

Bryant J et al. Population ageing and government health expenditure. New Zealand Treasury Policy
Perspectives Paper 05/01. March 2005.



(b) Registered Nurse and caregiver workforce development in Age Residential Care
(c) Age Residential Care skills development
(d) Development of care pathways (guidelines) for Age Residential Care

(e) Provision of mentoring of Age Residential Care staff by Nurse Practitioner and
Clinical Nurse Specialists

(f) Closer involvement of District Nurse and other support services with Rest Homes
as well as patient in their own homes.

(g) Development of psychogeriatric & dementia services. These areas of need are
forecast to increase. Currently, only 16 psychogeriatic beds exist in this district,
located in Levin. Demand for these and related services will unquestionably rise.

(h) Development of further GP step-down beds. There is some evidence that GP beds
can be used efficiently and appropriately. Currently the district has only the
Horowhenua Health Centre beds, plus two beds in Paihiatua.

(i) Improved integration of inpatient ATR services with community-based services.
() Enhanced provision of age-related care in iwi/Maori services.

(k) Enhanced development of a multidisciplinary team to provide semi-acute
assessments and to support greater degrees of patient management in the
community setting. The team would include geriatrician, Nurse Practitioner,
Clinical Nurse Specialists, Clinical Pharmacists, Allied Professionals, and later
develop a GPSI component (GP with Specialist Interest). The team would
coordinate with the other support services, PHO nurses, GP teams, District Nurses,
and rest home staff members. Currently, such work as can be done in the
community defaults to District Nurses.

The number of ED attendances from Aged Residential Care (ARC) have been increasing,
and apprommately 50% of those who attend ED from ARC are admitted, leading to an
overall rising trend in admissions from residential care.

Residential Care ED Adimitted as inpatient y =0.7774x - 965.19

Total Patlen
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2 Williamson M et al. Otago Rural Hositals Study: What do utilization rates tetl us about the performance of New Zealand
rural hospitals? NZMJ 2006;119:1236.
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It is estimated that 20 to 30% of admissions from ARC are potentially preventable.
Common causes of hospital admissions of the frail elderly include urinary tract infections,
respiratory infections, and dehydration requiring intravenous fluids. In selected cases,
management of these conditions could be undertaken in the nursing home setting,

Examples of expanded elder care strategies include the CAPAC Service in the Hunter New
England region of NSW. CAPAC links with the acute sector and community agencies to
provide the following services for the elderly:

» SubAcute Fast Track Elderly (SAFTE) Care, which identifies the elderly at risk of
deterioration and hospital presentation or admission; provides assessment of health
and service needs within 48 hours of referral and rapid institution of care and services
to stabilise the patient in the community

¢ Acute and Post Acute Care for:

Orthopaedics — post hip, knee, and shoulder surgery, and fractures (e.g. ankle, wrist,
humerus)

Rapid response for patients at risk (elderly, isolated, disability, living alone, at risk of
falls risk etc)

» Anticoagulation — for DVT, pulmonary embolism, and atrial fibrillation

e Transitional Aged Care (Slow Stream Rehabilitation in the home)

¢ Cellulitis management with intravenous antibiotics at home

¢ Heart failure management

Other regions have additional schemes. For example, the Sydney South West Area Health
Service also provides ComPacks (short term, low level, post acute support for patients
which has been shown to reduce length of hospital stay); Community Dementia Teams;
Centre-based day care (to allow carer respite); and a variety of other initiatives.

Finally, the use of Advance Directives and durable power of attorney allows for the
planned rationalisation of care for patients who are too incapacitated to participate in the

decision-making process, and may be subjected to unwanted default management as a
result.

4.4.7 Summary

An extensive (250 page) review for the NHS* concluded, inter alia, “There is evidence
that attendance rates among, the chronically ill, older people, and high users may be
amenable to reduction via a number of educational, social and medical interventions,
including the use of community based admission avoidance schemes”.

4.5 Emergency Department care

Opinions vary whether the escalating numbers of attendances at ED can be controlled.
MidCentral ED staff members assert that most patients who present to ED have needs

requiring attention at an Emergency Department; and that the small number of patients
who could have been seen in General Practice present little drain on ED resources.

* Report to the National Co-ordinating Centre for NHS Service Delivery and Organisation R&D (NCCSDO) 2004. Reducing
Attendances and Waits in Emergency Departments. A systematic review of present innovations.
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This view is reflected in publications by other Emergency Medicine physicians. For
example, Knox's concludes that there is little cross-over of general practice workload in
most emergency departments. Richardson states®:

Importantly, there is no evidence for the often-proposed myth of “general-practice-type” or
“inappropriate” patients leading to ED overcrowding. Discretionary presentations by
patients with low-complexity conditions, who might reasonably be managed elsewhere,
constitute an insignificant workload in most EDs. These patients are uncommon in major
EDs, and the most frequent reason for them to attend an ED is because they were referred
by a GP. They rarely require admission or even use trolleys, they use minimal ED resources
(less than 3% of all costs for resources in most EDs), are easy to deal with, and do not
impose on the key functions of the ED (assessment of sick patients, complex treatments
and resuscitation). They may attend an ED because no other options are available and,
importantly, they often feel their medical needs are urgent. They may spend a Iot of time in
waiting rooms, but this does not affect overall ED function. This myth is particularly
problematic in that, if allowed to be given credence, it continually diverts attention to
solutions that cannot deal with the key issue causing dysfunction in the ED — that is,
excessive numbers of admitted patients.

Additionally, the viewpoint of emergency medicine specialists is that cases of “low acuity”,
as defined by the exiting triage system, still require Emergency Department care, and that
lower triage levels merely describe the time frame in which patients need to be seen
without implying that the type of care required can be given in a general practice
environment.

At the other extreme, a study*” by New York University (NYU) Center for Health and
Public Service Research found:

* 41.3% of patients attending ED in New York had non-emergent conditions.
(Definition: The patient’s initial complaint, vital signs, medical history, and age
indicated that immediate medical care was not required within 12 hours).

» 33.5% of patients ED could have been managed in primary care. (Definition:
Treatment was required within 12 hours, but care could have been provided in a
primary care setting. The complaint did not require continuous observation, and
no procedures were performed or resources used that are not available in a
primary care setting (e.g., CAT scan or certain laboratory tests)

» 7.3% of patients required ED care, but were potentially avoidable. (Definition:
Emergency care was required based on the complaint or procedures or resources
used, but the emergent nature of the condition was potentially preventable or
avoidable if timely and effective primary care had been provided e.g., flare-ups of
asthma, diabetes, or congestive heart disease).

The methodology applied by NYU, above, was essentially validated by subsequent work in
Utah®. Similar analysis in the MidCentral district is problematic due to the poor data
quality, but seems to approximate these results.

The issue of ED crowding should not be confused with the problem of coping with
excessive demand within limited resources:

5 Knox L Access block and overcrowding in emergency departments. 2004. Australasian College of Emergency Medicine,
Melbourne.

* Richardson DB, Mountain D. Myths versus facts in emergency department overcrowding and hospital access block, MJA
2009;190:369-374.

7 Billings et al. Emergency Department Use in New York City: A Substitute for Primary Care? 2000. Commonwealth Fund.
'8 Utah Office of Health Care Statistics (2004). Primary Care Sensitive Emergency Department Visits in Utah, 2001, Salt
Lake City, UT: Utah Department of Health.
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¢ Several articles from Emergency Medicine journals conclude that ED utilisation by
low-acuity patients has little bearing on ED crowding. However, analysis of time to
first contact does not take into account factors such as staffing levels in the various
departments. For example, the sample size in a study by Schull® was 4.1 million
patient visits, of which 51% were classified as “low acuity”. Presumably those 2.1
million “low acuity” patients created some draw on resources.

e Arecent study?° examined 4,271 abstracts and 188 full-text articles on the subject
of ED crowding. The article provides a good overview of this “complex,
multifaceted” problem for which no single solution was advanced. The authors
suggest that further research is required.

Most studies of ED attendances conclude that ED is the correct place to provide for the
majority of the patients who were studied. However, a degree of inconsistency often exists
between observers concerning the percentage of patients who could be managed
appropriately in General Practice:

* Alesser number of publications have retrospectively subjected the records of
patients seen in an Emergency Department to scrutiny by both emergency
physicians and general practitioners, whose opinions varied considerably
regarding the proportion of patients who could be managed in general practice.

» Considerable variation even exists between assessors from the same discipline. For
example, in a prospective study in Edinburgh?, records of patients sent from care
homes to ED were reviewed by three GPs, whose opinion about the proportion of
patients who could have been cared for outside ED varied between 8 to 40%.

Several reasons account for the choice of ED over other sources of attention. There is some
variation®? between the perspective of patients, on the one hand, and providers on the
other, about reasons why primary care patients choose ED over general practice.

A lingering doubt persists about the necessity to accept anyone who turns up at ED,
irrespective of how small the percentage of patients who could have been managed
elsewhere. GP-level care is likely to be delivered in ED by junior, non-vocationally
registered doctors who will not be engaged in the process of delivering continuing care for
any ongoing condition. An open-door policy perpetuates the expectation that ED is an
appropriate place to seek primary care for more routine conditions, as does an invitation
to return if any problems arise.

Patients admitted to hospital through ED usually have a personal GP listed in their
hospital records. According to MCH figures for 2008-9 YTD, only 2.66% of all patients, or
3.04% of self-referred patients, do not have a GP. However, at the time of discharge, MCH
managers report that many patients are unable to nominate a GP for follow-up. The
reason for this inconsistency requires investigation.

As all the studies mentioned above relate to places elsewhere, usually overseas, it seems
appropriate to undertake work locally to establish the specific reasons why this district we
have this problem, and whether there are indeed any strategies that would provide at least
partial relief.

19 Schull M et al. The effect of low-complexity patients on emergency department waiting times. Ann Emerg Med
2007;49:257-264.

20 Hoot NR, Aronsky D. Systematic Review of Emergency Department Crowding: Causes, Effects, and Solutions. Ann Emerg
Med. 2008;52(2):126-136.

 Carter L et al. Patients from care homes who attend the emergency department: couid they have been managed differently.
Emerg Med J. 2009;26:235

22 Massa M et al. Why patients attend emergency departments for conditions potentially appropriate for primary care:
Reasons given by patients and elinicians differ. Emergency Medicine Australasia. 2007;19:333-340.
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4.5.1 Reviewing ED processes

Numerous programmes have been promoted overseas and nationally to re-engineer ED
processes? and to improve quality24. In New South Wales?s, turnaround in emergency
access performance has been achieved in the face of rising demand for services, but this
has required the implementation of multiple solutions implemented simultaneously.
Literature suggests that effective handling of acute demand requires critical reappraisal of
all systems along the continuum of care, including ED itself.

In summary, it is possible that some people presenting to ED could have been managed
elsewhere; and that some other needing ED care could have been managed elsewhere had
they presented earlier in the course of their illness. At present, we do not have a full
understanding of the causes of the current rising trend in ED utilisation in the MidCentral
district. We need to ascertain the precise reasons for the workload that is currently
presenting, and carefully study any potential alternatives that may be open to us.

4.5.2  Acute Assessment Units

Work is progressing within MidCentral Health on an Acute Medical Assessment Unit
which will relieve the pressure on ED by relocating a selected group of patients, and
expedite diagnostic evaluation and implementation of treatment.

It is anticipated the Unit will handle about one third of the total number of patients who
are currently admitted through ED, including GP-referred patients. Theoretically the Unit
should permit an increased percentage of patients to be discharged home without
requiring conventional inpatient admission.

It is planned to place the Unit in a site remote from ED, which risks diverting attention of
registrars and house surgeons from ED. Success of the Unit will depend on commitment of
adequate numbers of suitably skilled staff with free access to diagnostic tests, clearly
defined guidelines, and a dedicated focus on efficient patient throughput without
competing distractions.

In principle the Unit should relieve some of the pressure of acute demand, particularly on
the inpatient wards. However, this objective will depend on the quality of implementation.
An alternative outcome could be the translocation of a group of patients from one
geographical part of the hospital to another without necessarily altering the effect on bed
occupancy. The framework and culture of patient management needs to alter along with
the change in venue.

An adjunct to the Assessment Unit concept would be the conjoint attachment of a general
physician and gerontologist to the assessment unit and to ED.

Other types of units have been established elsewhere, such as for acute surgical
assessment. The success and feasibility of these approaches to assessment should be
investigated.

23 For example:

hittps: / fwww.achse.org.an/congresso8/presentations/francisco | loper.pdf

Report on Taranaki Distict Health Board Emergency Department Workforce. Oct 2004.

24 Working Group for Achieving Quality in Emergency Departments. 2008. Recommendations to Improve Quality and the
Measurement of Quality in New Zealand Emergency Departments. Wellington: Ministry of Health,

25 (¥Connell TJ et al. Clinical process redesign for unplanned arrivals in hospitals. MJA 188,6:518-S22.



4.6  Inpatient care
4.6.1  Avoidable hospitalisations

Some hospital admissions are theoretically preventable. Given that the number of
inpatient bed days in MCH July 2008 to March 2009 has risen 6.8% on the same period in
the previous year, it is clear that work needs to proceed on this problem.

Various systems are used to categorise the concept of “avoidability”.

“Avoidable admissions” or “avoidable hospitalisations” are, essentially, those which could
have been prevented by consistent delivery of high-quality care throughout life. For
example, a 2006 study=6 estimated the significance and costs of “avoidable admissions” to
Christchurch Hospital in 2003, shown in the table below, many of which would have
presented acutely through ED. (MidCentral Health has approximately half the total bed
space of Christchurch Hospital). 31% of admissions were considered to be potentially
avoidable.

Disease or condition Estimated cost (NZ$) Estimated bed days
Cardiovascular disease 50,578,119 34,390
Stroke 6,168,203 12,160
Ear, nose, and throat (ENT) 7,903,666 5,579
Respiratory disorders 5,852,304 9,034
Urinary 4,812,688 6,348
Gastrointestinal 4,527,573 5,986
Accidents, peisonings, and burns 4,373,880 4,549
Colorectal 4,086,276 4,495
Diabetes 2,665,868 4,215
Liver and biliary 2,027,793 2,451
Infectious disease 1,991,593 2,882
Skin disease 518,385 1,052
Breast and cervical cancers 687,696 735
Miscellaneous 417,532 586
Total estimated costs 96,611,586 94,462

It needs to be emphasised that New Zealand publications generally tend to lump all
“avoidable hospitalisations” together. By comparison, Australian publications look at a
specific subset of avoidable hospitalizations, namely “Ambulatory Care-Sensitive”
conditions (ACS). The Australian Atlas of Avoidable Hospitalisations?” identifies
ambulatory care-sensitive conditions (ACS) as “certain conditions for which
hospitalisation is considered potentially avoidable through preventive care and early
disease management, usually delivered in a primary care setting, for example by a general
medical practitioner, or at a community health centre”. These are likely to be amenable to
management in the short-to-medium term (say, one to five years).

2 Sheerin I et al. Avoidable hospitalisations: potential for primary and public health initiatives in Canterbury, New Zealand.
NZM.J 23 June 2006, Vol. 119,

=Page A et al. Atlas of Avoidable Hospitalisations in Australia: ambulatory care-sensitive conditions. April 2007; Adelaide:
PHIDU, University of Adelaide.
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The Atlas divides ACS into three subcategories:

» conditions that can be prevented through vaccination (e.g. influenza and

pheuinonia);

* selected chronic conditions that can be managed by pharmaceuticals, patient

education, and lifestyle. (e.g. diabetes complications); and

« acute conditions for which hospitalisations are commonly avoidable with
antibiotics or other medical interventions available in primary care.

In 2001/02, admissions resulting from ACS conditions accounted for 8.7% of all hospital

admissions in Australia, comprised of the following:

Category Condition % of total

Vaceine preventable Influenza & pneumonia 24
Other 0.6
Diabetes complications 256

COoPD 9.9

Angina 9.0

Chronic Congestive heart failure 7.7
Asthma 74

Iren deficiency anaemia 3.0

Hypertension 1.1

Dental conditions 7.9

Dehydration and gastroenteritis 6.8

Ear, nose & throat infections 58

Convulsions & epilepsy 56

Actite Cellulitis 5.1
Pyelonephritis 1.3

Pelvic inflammatory disease 1.2

Perforated/bleeding ulcer 1.0

Gangrene 0.8

Ruptured appendix 0.7

It seerns likely that the greatest gains are to be made in the short term by focussing the
collective attention of primary and secondary health care professionals on the conditions
listed in the above table. Within those conditions, the greatest gains are likely to arise from
the demographic groups that produce the greatest numbers of admissions and those who
carry the greatest absolute risk of morbidity, which in most instances is people in the over-

65 age group.

4.1.1  Lowering the Average Length of Stay and shortening prolonged admissions.

Average length of stay (ALOS) in medical beds has dropped slightly in the last three years,
to 5.09 days. However, the number of admissions with a length of stay greater than 20

days has increased 128% since 2001-2.




Prolonged Length of Stay leads to:

¢ Unnecessary cost, and
» Bed Block.

ED specialists?® commonly identify bed block as the greatest single problem leading to ED
crowding, and preventing the hospital system from adequately managing surges in acute
demand. Bed block can occur between ED and an inpatient bed; between individual wards
within the hospital; and between the hospital and the patient’s intended discharge
destination. It is multi-factorial in cause. Some aspects of this phenomenon are briefly
outlined in the sections below.

4.6.3  Allocation of clinical care tasks

The majority of hospital admissions are internal medicine patients. To ease the on-call
roster, MCH specialist physicians accept general medicine admissions. Reports suggest
that this tactic contributes to less adherence with best-practice guidelines, delays in
decision-making at transition points (such as changing from IV to oral antibiotics), and
delays in achieving timely discharge whilst, for example, awaiting opinions from specialist
colleagues. These factors suggest some alternative arrangement should be considered. A
wide range of options exist, including:

» Appointment of more general physicians
» Early hand-over of patients to the most appropriate colleague
» Greater use of guidelines, decision-support aids, and case conferencing

* Greater use of clinical nurse specialists, nurse practitioners, and interdisciplinary
specialist teams,

4.6.4  Quality

Certain issues are already known to impact on inefficient use of resources, as well as
quality of patient experience. For example:

Healthcare incidents
According to Davis®9, 12.9% of NZ public hospital admissions are associated with an

adverse health care event, about one fifth of which originated outside the hospital
environment:

L.ocation % of ali adverse events
inside public hospital 80.4
Outside public hospital: 19.6

doctor's rooms 6.4
ambulatory care unit 1.3

home 53

rest home 38

private hospital 2.0

other 09

=8 For example: Asplin BR, Magid DJ. If you want to fix crowding, start by fixing your hospital. Ann Emerg Med
2007;49(3k:273-4. )
29 Davis P. et al. Adverse events in New Zealand public hospitals I: occurrence and impact. NZMJ 2002;115(1167).
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Adverse events added an average 9 days (median 4 days) to the hospital stay.
The report concluded that 35% of adverse events are highly avoidable.

A follow-up papers° found that 6.3% of admissions to New Zealand public hospitals were
associated with adverse events that were both preventable and occurred in hospital.

QIC has promoted a Management of Healthcare Incidents project, which includes:
¢ Reviewing policy and guidelines
¢ Developing an “open disclosure” culture

e Logging of adverse incidents and systems for managing identified events.

Medicines adverse events

» Medicines adverse events in the community result in admissions, and
¢ Medicines adverse events occurring within hospitals result in prolonged length of
stay.

Briant’s3: 2004 paper published in the New Zealand Medical Journal states that One fifth
of all adverse events were in the combined [medication and related therapeutic] group,
comprising medication (15.4%) and related therapeutic (7.3%) incidents.

Research conducted by MDHB in 200622 further suggests that MDHB medication related
adverse events may be higher than that found by both Davis reports. That 50%-70% of
patients can expect a medication error.

MidCentral Health reported (April 2009) 34,729 annual admissions at a bed cost
(excluding medical treatment) of $500 per day.

Davis’ research, applied to MidCentral Health’s data, suggests there could be:

* 4,480 adverse events annually

* 43,008 resultant, additional, bed days

* $21.5 million additional annual cost, half of which could be preventable within the
hospital environment

» 1,568 highly avoidable adverse events, 15,053 resultant bed days, $7.5 million
highly avoidable cost.

Note: There is national and international debate on the veracity of adverse event research,
including Davis’. However the New Zealand data reported by Davis and others
inexplicably shows New Zealand rates of Adverse Events being lower than countries with
comparable health systems. It should also be noted that the $500 per bed day used in the
above example excludes medical therapeutic costs which could increase the average per
day cost to between $750 to $1,000 per day.

The issue is that whatever the veracity of the research, halving or doubling the clinical and
financial cost, still results in very high potential dollar and health outcomes if the numbers
of highly avoidable and avoidable adverse events can be systematically reduced.

30 Davis I. et al. Adverse events in New Zealand public hospitals II: preventability and clinical context. NZ MJ.
2003;116{1183)

# Representative case series from public hospital admissions 1998 I: drug and related therapeutic adverse events

22 The incidence and nature of medication errors at MidCentral Health {Palmerston North and Horowhenua Hospitals)
between April 2004 and March 2005
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Briant’s research, applied to MidCentral Health's data, suggests there could be:

¢ 1,102 medication and therapeutic adverse events annually
7,594 resultant, additional, bed days

* 5,695 avoidable medication/therapeutic related bed days, $2.8 million avoidable
cost.

A number of projects aimed at medicines adverse events have been proposed, including
QIC’s Safe Medicines Management project, and the Improving Medication Safety: Bedside
Verification project.

Adverse events versus inadequate quality

When treatment goes wrong, it is called an adverse event. However, when best treatment
fails to be delivered, this is often unrecognised and usually unreported.

Meuntion is made elsewhere in this document about the proportion of patients whose care
does not comply with evidence-based best care, which results, for example, when
guidelines are not followed. Several examples can be found in the international literature3
about this variation from optimum care.

4.6.5  Discharge planning

Greater efficiency is considered to be possible in discharge planning, with a view to
shortening the length of stay.

4.6.6  Optimising the Patient’s Journey34

Many of the operational or process issues affecting efficiency and quality and leading to
bed block and access block could potentially be addressed using the OPJ methodology.
Unfortunately, the investment in resources and the necessary commitment have not been
fully implemented at this time. The OPJ approach can be used to facilitate development of
a focused, coordinated, and effective system for patient management. Much work along
these lines has already been undertaken to good effect elsewheress. Appropriate funding is
required for this purpose, as previously indicated.

Employment contracts should be inspected to ensure that they adequately identify the
need for clinicians to ensure smooth overall management of patients through each service
line and between services.

The final report36 on an access block project in Victoria found:

There were 8 critical enabling factors, the most important being a shift to working
“on the process” across the boundaries between departments or physical spaces,
supported by a focus on understanding the problems and their causes, and a focus
on using data about results for decision-making. Effective project management
skills, realistic goals and timeframes, communication, engagement of staff and
enhanced ability to acquire needed resources were the other strong factors.

32 Far example: Walters DL et al. Variations in the application of cardiac care in Australia. Results from a prospective audit
of the treatment of patients presenting with chest pain. MJA 2008;188:218-223.

3 Optimising the Patient’s Journey. CPHAC report April 2008.

35 For example: MacLennan DG et al. Applying clinical process redesign methods to planned arrivals in Mew South Wales
hospitals. MJA 188,6:523-S26.

3 Duckett S et al. Access Block Tmporvement Program Evaluation, Final Report. 2005. La Trobe Health Management
Group, La Trobe University Health Management Programnme.



At the hospital level the critical enabling factors were organisational readiness,
effective leadership, recognition of the need to “make changes stick”, and the
development of capacity for what we have called “knowledge-based management”.
... The strongest barriers were the problem of additional workload and time
constraints, and the related issue of lack of medical staff engagement.

5. DISCUSSION

Acute demand affects all areas of health care delivery; and all areas of health care delivery
affect the capacity to cope with changes in acute demand.

Wide-ranging strategies are required to address this problem. Key objectives are to:

+ Improve health outcomes
s Make better use of available, scarce, resources.

Even with concerted effort in both these areas, the rising demand created by population
growth and a shift to a greater proportion of elderly will continue to create pressure on
services. It is not credible to claim that new activity in one area of health care will create
sufficient savings in another area to pay for the original service development. Rather,
careful investment now is likely to reduce the pressure on existing services, or at least slow
the rate of growth of demand.

Realistically, pressure from all causes will mount over the next two decades. If net health
care expenditure is not increased sufficiently to meet this rising demand, then either the
level or range of services available, or both, will need to be cut. Action needs to be started
now to minimise this potential long-term damage to the nation’s financial situation and/or
health outcomes.

A major impediment to progress arises from the varying and, at times, conflicting
viewpoints of stakeholders, many of whom are so tightly focussed on their immediate
clinical responsibilities that they lack perspective on the functioning of the health system
overall. Certainly, every professional can contribute valuable skills to the health care of
patients, yet each professional can only contribute one component within the broad range
of events that must occur to provide optimal outcomes for the people of the district. Some
individuals within each service need to be given the time and resources to develop this
end-to-end service concept in relation to configuration of their own discipline, and how
that discipline relates to all the other disciplines across the district. This is the concept of
clinical leadership.

6. CONCLUSIONS

The health care system in the MidCentral district is under stress. This pressure will
relentlessly increase over the next few years due to inevitable demographic changes. In
the context of this workload, acute demand is important in its own right, and because it
impacts on the ability of providers to attend to routine or “elective” service delivery.

Acute demand can be managed more effectively in this district. Some work is already
under way, but much work remains to be undertaken. For significant improvement to
occur, a cross-sector approach is required, as is full engagement of every level of the
sector. The urgency of the task requires several work streams to proceed in parallel, and in
a coordinated manner. Preliminary discussions with Chairs of the District Management
Groups and several senior clinicians have shown a keenness to attack the planning and
management of this matter in a collaborative manner.
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This document has outlined the problem of acute demand, and has indicated that the
existing system is unable to cope at present, let alone handle future workloads. The next
paper will broadly indicate how an improved, integrated approach involving all sectors can
be introduced. The intention is to develop the framework in which stakeholders across
primary and secondary care can contribute to the planning process, proceeding to a
timetable for development of the necessary range of projects through which the problem
of acute demand can be adequately met. Subsequent work will set out detailed
implementation proposals.

7. RECOMMENDATION
It is recommended that the Committee:

that this report be recetved

Dr Alistair Watson Warwick Davenport
Chair Clinical Services Advisor
Combined District Management Groups Funding Division
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TO Hospital Advisory Committee
i CENTRAL DISTRICT HEALTH BOARD

o Poe Hauora ¢ Rughine o Tararua

FROM Chief Executive Officer

DATE 30 September 2009

SUBJECT 2009/10 Work Programme M E M 0 RAN DU M

The Committee’s work programme for 2009/10 is attached and shows progress as at the
end of September 2009.

Reporting is generally occurring in accordance with the timeline.

Two reports regarding radiation therapy services were scheduled this month. However,
in line with the Committee’s discussion a workshop has been scheduled to canvass this
issue more widely. Reports will then be submitted next month, and will take into
account feedback provided via the workshop.

Next month, the quarterly contracts update will be submitted.

If there are any new items which members require, or any issues they would like
canvassed in future reports, please advise.

Recommendation
It is recommended:

that the updated work programme for 2009/10 be noted.

Murray Georgel

Chief Executive Officer

COPY TO: CEO’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056

Paimerston North
Phone +64 (6) 350 8910
Fax +64 {6) 355 0616



1 afieg
gayWwwo) Aosnpy |BidsoH aunueiboid YoAs 016002

S
&

i : L alepdn :(qpez; Jeq i) Buipuny - uyesH Alewig B w
Z a1epdn Uoiowo.d WiesH B o
_ | 8jepdn ucyows.d UliesH kel [}
T ——— ” uoHewOj 104 8t
SBU Ui Jof 8sed ssausng S10W 2t
ued ofeiens :S10H o1
suoloelnid peopom 8 Joday |g10Y Bel| sg
ZN ui sdiysieuped signd/aieaud 21 ajepdn (SLOY BE e
{60 das pq - secuapusdeplalul g 'ojul Buipwd 'umopyealg
: gsuadxa/enuansl se yons ojUi punaifyoeq aviases Buipnioul)
1 20y Buisnoy ejgepns ¥ suopdo aseyoind a2 arepdn 1§10y H £
(b¥} J0jEIR[E20. Jeaul] MBU JO MEIAs) 5] OY 1 4
SSRUODINO O HUIMO|IC} SUOEPUBUEIODAI § ISED SSaUisSNg 'S10Y = T
SBUY Ul S& Zy7 JO Sluswanbel wiie) poys a) Yoday 1§10y EZl oe
ugd uonelusweidu 8104 Eil| ez
! aloud yyeay susuiom 3 Py [2uoiBal-gns JO UoRENiEAS JuapUBdapL| Bsll gz
: aloid wEey sustom g PIUD 12uoiBai-gns jo uonenjeas Juapusdapul B 2z
: z arepdn :Alejeg ¢ AlEND BE| oz
] : | siepdn :Aisges 3 AEnD Bl ez
_ siaded soicpiiom [EUCHEU JO AJBLIINS 1BII0PJOM 2 e
: Z o12pdn BDIOPUCAA E gz
” I L alepdn @0I0PLOM B ze
: . wswidopaspay a)g JoJ @SeD sseuisng E#| 1z
z axepdn :{|e) s1ep Aiepucoes EE 0z
_ 1 eyepdn {@) alen Alepucosy 5] 8l
: Z @2jepdn Joslold WeaH (210 1USISRI0PY 2 PIYD Bl 831
: | | @jepdn qosfold LlIgaH (20 1UBISaIopY 3 PIUD pal e’
: Zsepdn {0y 9 /€ ‘g€ '0%APE dYd) UINOA  PIUD | ol
I : L spepdn oy 8 L€ '9E '9RAKE dVQ) UINOA B BIND I
Z sjepan (g2 4vQ} YEesH sy El #
| : L &jepdn {eZ dvQ) UNESH [EIUSIY B e
: : Z jepdn {0z dva) YNBoH Loew ] A
i : L ajepdn {0z gvQ) UleaH OB BEl 1
Z elepdn :(sAg)s |e1eu jsod 81 g9eZ|) Uleesq Aewild k| o1
_ | sjepdn {shers [ejeu jscd a1 qgeZL) UileaH Aewiud B
- uopeuawetig dvg 015002 8
: zyeq Bel| ¢
: L jeia Bl o
. uswdoianad dva } 10102 S
i DNINNY I TYNNNY ¥
: £
: z
: 0L/600Z ‘I LLININOD AMOSIAQY TV.1LIdSOH L
T 7oN | PO ] 098 | By | nf | unr | Aew | Jdy | J8W | o4 | Uer | 98g [ AoN | WQ | des [ Bay [ WF o
oLeZ | BUWEN HSEL al




Z abey
sejjwion Aosiwpy eldson ewielfiold YoM 018002

_ : lemaed § ABojcdy Vol IRV
_ MIIASY BDLBIBJaY JjO Swila] a =7
[ — 53553204d JONYNEIACD 1
_ deiayioipel oibajess 0 Yed mou) Adessyioipey 81eALd JO AHHQISSOL Ve al
: h £0/800Z 04} PIEMIDS palies) A s
_ : plE0g [BOIUND HOWN Wal) podad (enuuy 2 2
SYSU {EDIUD $ UOoRISNES Jawosno a1 g sjepdn H el
_ SHSL |BDILID 9 UORoRISHES Jawolsno a1 § ajepdn ﬂ Tl
[ : Aent (73
| : b ajepdn spejuoy B o
] : ¢ Swepdf) SIDBIUOD FE| ae
i : 2 31epdn) S10BILOD BE| so
: i | 83epdn seAUOD A e
3poD % 10Y OQH &1 3iepdn A en
; _ sjoo0j0.d oljgndseieaud mau jo AdeD Fal ]
: (60°'8'L DY) UCIRINUOIB] [BIDUBLY (ENUUE [SRUSD UjEaH ENUSYMOIOH EE vo
{s0'6'1 PA) &jepdn uyEsy [EID A €9
aWwooNe U3 sjusgedino axAduURd Vi 79
{6000l Wpny do
x®) podel Buuoiuow snid Bunsod pasiAal BJjuad UJIEBH BNUayMCIOH Vad Lo
{pIeosioos

peaougleq g saaloae Buipnjoun) Waday Ayluc|y s ebeuey igieusn i 0o
SLM043Y TYNOILYEHIHO 8%
v 2epdn BEl| ss
g @yepdn EE| g
Z ajepdn) 21 g
1 a1epdn Pt
uB]d S221AI9G |BDIUNHY [BuUDiBay G
DNINNY 1d TYNOIDZ3Y €5

(Adziayioipes atead jo
Rugissod a1 way 4o au) seondes Adelsyjoiped Jo uciiealip 2beless P 25
sanss) 01BsjeqT JeyIc 2 is
a|doad J9pI0 JO UyeaH BEll o5
sidoad Jopi0 j0 YlieaH Bl &r
z 21epdn {1y ‘8£-8€ ‘St 'YPE 'BE-1E JV(Q) JBPUN) - LINOA B PIYD Bl sar
L sjepdn {1y 'sE-BE ‘GE 'VPE 'EE-LE dvQ) JApUN) - YINOA 2 PIYD |
Z sepdn :(z2-12 dvd) Buipun) - WeH |juspy 5 or
| sjepdn (gz-1Z dvq) Buipun - uyesH |ElUsN EE| sv
Z 2lepdn (gl-L} dva) Buipuny - yyeaH Loen Ed| vr
L @3epdn :(sL-£L dvd) Bulpuny - Lyesy Loy EZ|_ ev
z aepdn (geg: teq (e) Bupuny - LYeeH Arewid Edl| z¢

D8 | AON | 90 | deg | By | Ir [ unr | Aey | Jdv | BN @83 ] uer | 58Q | AN | 10 [ deg | Bny [ Inf O

010 | BWEN ¥SBL al






